Background: There is limited information available regarding community pharmacists' stigma of suicide. Pharmacists regularly interact with people at risk of suicide and stigmatizing attitudes may impact care. Objective: To measure community pharmacists' stigma of suicide. Method: Pharmacists in Canada and Australia completed an online survey with the Stigma of Suicide Scale-Short Form. Data were analysed descriptively and with univariate and multivariate analyses. Results: Three hundred and ninety-six pharmacists returned completed surveys (Canada n = 235; Australia n = 161; female 70%; mean age = 38.6 ± 12.7 years). The rate of endorsement of stigmatizing terms was low overall. Canadian and Australian pharmacists differed (p < 0.05) for several variables (e.g. age, friend or relative with a mental illness, training in mental health crisis). Pharmacists without someone close to them living with a mental illness were more likely to strongly agree/agree with words describing those who die by suicide as pathetic, stupid, irresponsible, and cowardly. Those without a personal diagnosis of mental illness strongly agreed/agreed with the terms immoral, irresponsible, vengeful, and cowardly. More Australian pharmacists strongly agreed/agreed that people who die by suicide are irresponsible, cowardly, and disconnected. Independent variables associated with a higher stigma were male sex, Australian, and negative perceptions about suicide preventability. Conclusion: Community pharmacists frequently interact with people at risk of suicide and generally have low agreement of stigmatizing terms for people who die by suicide. Research should focus on whether approaches such as contact-based education can minimize existing stigma.
Introduction
Community pharmacists, typically working in retail environments, are readily accessible to the public. 1, 2 Pharmacists reportedly see patients 1.5-10 times more often than other primary care providers 3 and routinely care for people considered to be at risk of suicide. 4, 5 Self-poisoning, including the use of pharmaceuticals, 6-11 is common in suicide attempts, thereby creating an inextricable link among pharmacists and the public in suicide care. Psychotropic medications are commonly a primary means of deliberate self-poisoning, particularly in urban areas as demonstrated by a Canadian-based observational study in one province that reported over 60% of deaths by suicide to be a result of psychotropic medication overdose and over 20% of deaths to be a result of over-the-counter medications. 12 There is limited evidence to describe the frequency and nature of pharmacists' interactions with those requiring care for suicidal thoughts or actions. 4 From the existing literature, people seeking care in a crisis may experience screening, triaging, and gatekeeping of the medication supply by pharmacists. 4 There is limited information available regarding whether those with a history of suicidal thoughts, plans, and attempts experience stigma in the community pharmacy context. Health-related stigma is defined as '… a social process, experienced or anticipated, characterized by exclusion, rejection, blame or devaluation that results from experience, perception or reasonable anticipation of an adverse social judgement about a person or a group'. 13 For patients with lived experience of mental illness and suicidal thoughts, plans, and attempts, stigma experiences can act as a barrier to accessing care, leading to poorer health outcomes. [14] [15] [16] People with mental illness who experience stigma from pharmacists are impacted and can change how they interact with pharmacists over time, including switching pharmacies, 17 which can lead to significant consequences for patients (e.g. inconvenience, emotional responses) and disrupt continuity of pharmacy care. The genesis of stigma by pharmacy staff towards people with mental illness is multifactorial, 18 -21 yet suicide-related stigma specifically is inadequately described compared to other groups, including members of the public. 22 Factors contributing to stigma by pharmacy staff towards those with suicidal thoughts, plans, and attempts are likely complex and may include variables such as fear or perceived powerlessness by pharmacists required to help in a crisis situation. 23 Given the potential negative impact of stigmatizing attitudes from health care professionals, including pharmacists, toward patients with experience of suicidal thoughts, plans, and attempts, it is important to measure pharmacists' stigma of suicide. The purpose of this study was to explore the stigma of suicide by pharmacists through a self-administered online survey using the Stigma of Suicide Scale-Short Form (SOSS-SF). 24 
Methods

Survey design and deployment
The survey was self-administered, online, and available through a link hosted on Dalhousie University's Opinio site (https://surveys.dal.ca). The survey consisted of four sections. Section 1 included the consent form and demographic questions. Section 2 included an adapted version of the Attitudes Towards Suicide (ATTS) scale, 25 and section 3, which is the focus of this research, included the SOSS-SF. 24 The SOSS-SF has 16 items (8 stigma, 4 isolation/depression, and 4 glorification/normalization) measured using a 5-point Likert-type scale (strongly disagree (1) to strongly agree (5)). The SOSS-SF, developed by Batterham et al., 24 uses the items from the SOSS. 24 The SOSS-SF was developed from the SOSS items that loaded most strongly in the principal components factor analysis (PCA). These included eight and four items each from stigma, isolation/depression, and glorification/normalization, respectively. For reliability, Cronbach's α for the overall SOSS-SF was 0.70. The α for the stigma factors was 0.88; for isolation/depression, 0.80; and glorification/normalization, 0.78. The PCA performed on the SOSS-SF demonstrated that the items loaded on their respective factors at 0.67-0.83 and that the structure of the original scale was maintained. 24 The eight items for stigma include the adjectives and descriptors, namely, pathetic, shallow, immoral, an embarrassment, irresponsible, stupid, cowardly, and vengeful. The SOSS-SF is designed to assess attitudes towards 'typical' people who die by suicide rather than specific types of people (e.g. those with mental illness). Finally, section 4 of the survey had questions regarding pharmacists' experiences with patients at risk of suicide or who had died by suicide. The survey was pilot tested with a convenience sample of five pharmacists. Amendments were made as necessary by the research team regarding language clarity and punctuation before the survey launch.
Target sample and recruitment
Pharmacists were eligible to take the survey if they were currently working in, or had worked in, community pharmacy in Canada or Australia. These countries were included due to the collaboration among investigators that occurred as a result of a shared interest in mental health and addictions care in community pharmacy settings, which is fostered by shared similarities among the countries (e.g. population size, geographic challenges with rural and urban health services access and delivery, similarities in pharmacists' roles).
Pharmacists in both countries were recruited through multiple mechanisms. The survey link was distributed via e-mail to people of interest and organizations in Canada and Australia. Snowball recruitment occurred via e-mail, word of mouth, and through various social media outlets (e.g. Twitter). Recruitment began late June 2016 at a national pharmacists' conference (Canada) and continued until early April 2017. Pharmacists from each country were offered the opportunity to be entered in a draw for a $150 gift card to a respective Canadian or Australian supermarket with survey completion.
Sample size
A sample of 300 participants (150 per country) was calculated to support a precision around our survey estimates for proportions at a maximum of ±6% for descriptive statistics completed to summarize the data collected for each of the 16 items of the SOSS-SF as well as total scores for its three identified subscales: (1) stigma, (2) isolation/depression, and (3) glorification/normalization.
Univariate and multivariate analyses were used to identify associations between stigma responses and pharmacist characteristics using various demographics and experience variables. A sample of 300 would support 80% power with type I error set at 5% to detect an odds ratio of approximately 2, assuming a conservative two to one split in one of our independent factors (e.g. sex) on potentially relevant dependent variables (e.g. proportion who answer agree/strongly agree on a specific survey item). The latter analyses were intended to be hypotheses generating.
Data analysis
Characteristics of Canadian and Australian pharmacist respondents were described. Continuous data were summarized as means and standard deviation and categorical data were presented as frequencies with percentages. Comparisons between countries were made using Fisher's exact test and t-test as appropriate. The association between SOSS 16 items (8 stigma, 4 isolation/depression, and 4 glorification/normalization) and variables deemed to represent respondents' 'closeness to mental illness and suicide' was shown as the proportion agreeing with each of the 16 items. Respondents' closeness to mental illness and suicide was defined as having a personal diagnosis of mental illness, a person close to them living with mental illness, a person close to them attempted or died by suicide, and/or a patient who they care for had died by suicide. Comparisons were made using Fisher's exact test. The proportion agreeing with the 16 individual items was also compared by country. The stigma subscore was calculated as the mean score of the eight (i.e. pathetic, shallow, immoral, an embarrassment, irresponsible, stupid, cowardly, and vengeful) 5-point Likert-type scale (strongly disagree (1) to strongly agree (5)) stigma items, and a multivariate linear regression model was used to determine the relationship between variables potentially related to stigma scores. These variables include age, sex, country, location (rural, urban), years of patient care experience as a pharmacist, mental health crisis training (yes, no), length of time since mental health crisis training, preparedness to directly help a person in a suicidal crisis, number of times interacting with a person at risk of suicide (none vs 1-2 times, and none vs more than twice), patient who died by suicide, diagnosed with a mental illness, someone close to the respondent lives with a mental illness, someone close to the respondent died from suicide, permissive attitudes towards suicide, perceived preventability of suicide, and two assessment activity variables (determined thoughts of suicide with or without plan, intentions, and means vs not asking any questions).
Items from the survey on the ATTS Scale were combined to create the variables for permissiveness (11 items) 26 and preventability (7 items) of suicide. Assumptions of the linear model were assessed via standardized residual and leverage plots. All analyses were performed using SAS, version 9.4 (SAS Institute, Cary, North Carolina) with an α level of 0.05.
Ethics
The research study was approved by both Dalhousie University (# 2016-3832) and The University of Sydney (# 2016/464) research ethics boards. For both countries, completion and submission of the survey indicated consenting to participation.
Results
A total of 396 pharmacists' respondents returned completed surveys, with 235 from pharmacists in Canada and 161 from Australia. Most respondents were female (70% overall; 71% Canada; 68% Australia). The mean age of respondents overall was 38.6 years (SD = 12.7). Significant differences existed in terms of age, years of experience in community pharmacy practice, geographic location, position in the pharmacy, whether a close friend or relative lives with a mental illness, and previous training in mental health crisis (all p < 0.05). The majority of pharmacists interacted with someone at risk of suicide at least once (84.3% Canadian; 85.1% Australian), with 20.2% of Canadian and 16.2% of Australian pharmacists interacting with people at risk at least 6 or more times (Table 1) .
SOSS and closeness to mental illness or suicide
Pharmacists without someone close to them living with a mental illness were more likely to strongly agree/agree with words describing those who die by suicide as pathetic (p = 0.008), stupid (p = 0.007), irresponsible (p = 0.01), and cowardly (p = 0.01) ( Table 2 ). Those without a personal diagnosis of mental illness strongly agreed/agreed with immoral (p = 0.01), irresponsible (p = 0.001), cowardly (p = 0.02), and vengeful (p = 0.04). Five percent of pharmacists without patients dying by suicide endorsed it as immoral, but none (0%) endorsed the word immoral if patients they cared for had died by suicide (p = 0.02). Most differences that were statistically significant were found with the stigma items compared to the other SOSS-SF factors (i.e. isolation/depression, glorification/normalization) ( Table 2) .
More Australian than Canadian pharmacists endorsed that those who die by suicide are cowardly (p = 0.02), irresponsible (p = 0.002), and disconnected (p = 0.0003) ( Table 3) . Pharmacists from both countries were more likely to agree/ strongly agree with the SOSS-SF scale items for isolation/ depression (i.e. lonely, isolated, lost, disconnected) versus stigma and glorification/normalization factors (Table 3) .
In the multivariate regression analysis (Table 4) , male sex was associated with an increase in stigma scores of 1.89 points (p = 0.001). Being a Canadian pharmacist was associated with a decrease in stigma score of 1.54 points compared to Australians (p = 0.011). For each unit increase in the preventability score, there was a drop of 0.3 on the stigma score inferring that those with more preventable views of suicide are less likely to endorse stigmatizing terms (p = 0.0005).
Discussion
To our knowledge, this is the first study investigating pharmacists' stigma of suicide. This is important due to the accessibility of pharmacists and frequent contact pharmacists report having with people with suicidal thoughts, plans, and suicide attempts.
People with lived experience of mental illness report stigma in all facets of life, 27 including in health care environments. Stigma is a significant barrier to care with approximately one in five people with mental illness experiencing issues with help-seeking for their condition due to shame/embarrassment and fear of negative social judgements. 27 Stigma in community pharmacists' practice for those with lived experience of mental illness (e.g. depression, schizophrenia) has previously been reported and can impact care. [28] [29] [30] [31] [32] Black et al., 33 reported that 23% of patients living with mental illness in one Canadian province experienced some form of stigma or discrimination from community pharmacists, and as a result, approximately one in four people indicated they did not feel comfortable speaking to a pharmacist about their mental health medication. 33 Adding to the complexity of this phenomenon is that the experience of stigma can contribute to feelings of suicidality. 34 Stigmatizing attitudes, specifically towards those with suicidal thoughts and behaviours, create barriers to help-seeking. 35 People who have attempted suicide report that the most commonly endorsed stereotypes they experience include immortality, selfishness, malingering, emotional weakness, attention-seeking, and incompetence. 22 They also report fear, blame, and anger from others for attempting suicide, and from health care professionals, they experience misunderstandings, overreactions, lack of patience, and lack of empathy. 22 Overall, pharmacist respondents in our survey in Canada and Australia have a low rate of agreement with stigma items in the SOSS-SF. However, there was some agreement for describing people who die by suicide with stigmatizing terms (e.g. pathetic, stupid, irresponsible, cowardly, immoral). This occurred more often in those respondents without a close friend or relative living who had experience with mental illness or in those without a personal diagnosis of mental illness. Given these findings, closeness to mental illness and suicide could be important to reducing suicide stigma. Successful approaches in reducing stigma towards those with lived experience of mental illness during pharmacy education have included contact-based approaches, in which a person with lived experience of mental illness and addictions is directly involved in the education and training of students. 36, 37 This approach, with exposure to people with experience of suicide in the clinical setting, may also be responsible for decreasing stigmatizing attitudes in medical students. 38 Contact-based education with survivors of suicide may therefore be promising for pharmacists and pharmacy students. However, best practices for this approach are not known, and given the potential for significant stigma and distress experienced by survivors of suicide and suicide attempts, 39, 40 more research in this area is required. Other approaches such as including mental health first aid (MHFA) training in pharmacy curricula may also be beneficial. Implementation of MHFA training programmes can decrease social distance measures of pharmacy students. 19 In a recent study by El-Den et al., 41 senior pharmacy students had high levels of self-reported confidence regarding their ability to encourage someone to seek the help of another professional upon completion of MHFA. However, self-reports may be incongruent with behaviours as fewer than half of the participants acted appropriately (i.e. referred the patient, did not leave the patient alone) in a simulated patient exercise. 41 In our study, more Australian pharmacists had training in mental health care crisis compared to Canadians, yet the overall number of respondents with training was low (Australia, 28.6% vs Canada, 11.5%). Despite training, some stigmatizing views were more prominent in the Australian respondents. For example, more Australian versus Canadian pharmacists (11.8% vs 3.4%) strongly agreed/agreed with the descriptor that people who die by suicide are irresponsible.
The Australian pharmacists' rate is comparable to results from a survey of the Canadian public in which 14.3% strongly agreed/agreed that those who die by suicide are irresponsible. 42 These rates are lower than a sample of Australian medical students in which 23.9% agreed that those who die by suicide are irresponsible. 38 Generally, most pharmacists rate their abilities to intervene and assess people with thoughts, plans, and attempts of suicide poorly in both Canada and Australia as demonstrated by previous studies. [43] [44] [45] Suicide knowledge gaps have also been identified in European pharmacists. 46 An approach to suicide prevention designed by the European Alliance Against Depression (EAAD) has led to international recommendations and a global call for action, 47 citing the need for holistic multi-level intervention strategies combining all available programmes and the collaboration of people in many sectors, including primary, specialized and hospital health care, community, self-support, digital health, and social media, with a restriction of access to lethal means such as firearms, medication, pesticides, and erecting barriers at jumping sites. [47] [48] [49] [50] Initiatives such as those by the EAAD place European countries ahead in implementing and evaluating suicide prevention programmes, including those that also target pharmacists. An implementation of the EAAD model in a town in Hungary 51 included the delivery of educational packages developed for community facilitators to pharmacists and other individuals (e.g. hotline workers, district nurses, police people, nurses, clerics, counsellors, teachers). Although it is difficult to determine the extent to which educating pharmacists contributed to the overall effects size in reduction of suicides, a significant reduction in suicides was found. Targeted education programmes for pharmacists and pharmacy staff may assist in early intervention for those experiencing thoughts or behaviours towards suicide. 15, 16, 19, 28 In our results, male gender also impacted stigma scores. Gender differences regarding stigma of suicide have been previously reported with men endorsing more stigmatizing factors on the SOSS-SF. 42, 52 Whether education and training require different approaches based on sex is unknown, and the majority of studies have not reported the impact of education and training on outcomes such as knowledge and attitudes by sex.
Strengths and limitations
This is the first study of its kind to use the SOSS-SF to explore stigma by pharmacists. There is good convergent and discriminant validity and reliability of the SOSS-SF. 24, 52 This is also the first study to compare pharmacists' stigma of suicide from two countries.
Direct observations of practices and behaviours were not observed as data were collected from self-administered surveys. Volunteer bias is possible with the potential that the sample represents participants with an interest, history, or experience of caring for people with suicidality; therefore, the rigour of external validity may be in question.
While the target population in 2017 has been reported to be around 26,472 community pharmacists in Canada 53 and approximately 28,128 general registrants in Australia, 54 the number of potential participants was expected to be limited by the low reach of e-surveys and their modest response rates as shown with other disciplines and members of the public. 55, 56 The stigma subscore was calculated as the mean score of the eight stigma items, and multivariate linear regression model was used to determine characteristics associated with larger stigma scores. This approach could be criticized for not recognizing important distinctions and meaning that could be attributed to individual words (e.g. immoral vs vengeful) included in the stigma factors of the SOSS-SF.
Framing effects are a potential concern for the survey. 57 For example, the SOSS-SF section of the survey is preceded by the attitudes towards stigma items, which could have influenced participants' answers in the following sections.
Conclusion
Pharmacists interact with people at risk of suicide and differ in their agreement regarding stigmatizing terms used to describe people who die by suicide. Personal and professional experience with mental illness and suicide may impact their use of stigmatizing terms. Opportunities for contact-based education and training on suicide, currently minimal in Canada and Australia, should be explored concurrent with research that examines the impact of these programmes on pharmacists' behaviours in practice.
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